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Childhood maltreatment increases risk of revictimization in adulthood, although 
knowledge is limited.  Very few studies focus on children with histories of neglect or include 
males.  In addition, while some studies have begun to examine potential pathways from 
childhood victimization to adult revictimization, there is heavy reliance on data from cross-
sectional or short-term longitudinal studies.  This dissertation examines data from a large 
prospective cohort design study to examine potential mediators between childhood neglect and 
revictimization by an intimate partner in adulthood.  Children with official records of neglect 
experienced before age 12 and non-maltreated children matched on the basis of age, sex, race, 
and approximate family social class were identified using court records from a Midwestern 
jurisdiction of cases that were processed between 1967 and 1971.  The sample is approximately 
half male and half female and is approximately 60% White non-Hispanic and 40% Black and/or 
Hispanic.  Participants were interviewed at mean ages 29.2 (N = 1,196) and 39.5 (N = 896).  
Potential mediators, including symptoms of Posttraumatic Stress Disorder (PTSD), dissociation, 
self-esteem, avoidant coping style, and self-efficacy, were assessed at mean age 29.2.  The 
outcome variable – revictimization via intimate partner violence -- was measured at mean age 
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39.5.  Childhood neglect increased risk of being revictimized by an intimate partner through 
coercive control and serious injuries.  Avoidant coping in young adulthood was the only risk 
factor examined that partially mediated risk of revictimization by both coercive control and 
serious injuries.  Symptoms of PTSD and low self-esteem in young adulthood also partially 
mediated the relationship between childhood neglect and coercive control revictimization.   For 
women, low self-esteem, low self-efficacy, and use of avoidant coping in young adulthood 
predicted coercive control revictimization, while only avoidant coping predicted coercive control 
revictimization for men.  For men, PTSD predicted being seriously injured by an intimate 
partner, while none of the potential mediators were significant predictors of serious injuries for 
women.  For White individuals, neglect indirectly predicted coercive control revictimization 
through its effect on PTSD symptoms, dissociation, use of avoidant coping, and low self-
efficacy.  For Black individuals, dissociation increased risk of revictimization through serious 
injuries.  Clinical implications for treatment of individuals with histories of childhood neglect are 
explored, and connections are drawn to existing treatments that could target the risk factors for 
revictimization identified in the present study.  Future research directions are discussed, 
including the need for increased attention to survivors of childhood neglect in studies of 
revictimization. 
  




 I would like to thank my mentor Dr. Cathy Spatz Widom, who encouraged me, supported 
me, and inspired me.  I am incredibly fortunate to have had your advice every step of the way.  I 
am grateful to my committee for their feedback on earlier drafts, especially Dr. Chitra Raghavan 
and Dr. Preeti Chauhan, who helped me to improve my research design.  Thank you to Dr. Philip 
T. Yanos, Dr. Andrew Shiva, and Dr. Peggilee Wupperman for all that you taught me about 
clinical practice and for your support.   
I would like to thank my family for their endless support of my education, especially my 
parents and my grandparents.  Thank you for teaching me to love reading, writing, and learning 
something new every day, for believing in me, and so much more.  I am grateful to my friends 
who have been such great companions throughout this journey.  Thank you all for cheering me 
on!   
Finally, I would like to thank my clients, from whom I have learned a great deal.  This 











Table of Contents 
Abstract .......................................................................................................................................... iv 
Acknowledgements ........................................................................................................................ vi 
Introduction ................................................................................................................................... 1 
Childhood Abuse and Neglect ............................................................................................ 3 
Revictimization among Men ............................................................................................... 4 
Revictimization by an Intimate Partner .............................................................................. 6 
Coping with Trauma ........................................................................................................... 8 
Hypotheses ........................................................................................................................ 13 
Method ......................................................................................................................................... 14 
Design and Participants ..................................................................................................... 14 
Measures ........................................................................................................................... 17 
Childhood neglect. ................................................................................................ 17 
Potential Psychological Mediators .................................................................................... 17 
Posttraumatic Stress Disorder ............................................................................... 17 
Dissociation........................................................................................................... 18 
Avoidant coping .................................................................................................... 19 
Self-esteem ............................................................................................................ 19 
Self-efficacy .......................................................................................................... 20 
Outcomes: Revictimization by an Intimate Partner .......................................................... 21 
Coercive control by an intimate partner.. .............................................................. 21 
Serious injuries inflicted by an intimate partner ................................................... 21 
Statistical Analyses ........................................................................................................... 22 
  viii 
 
 
Results .......................................................................................................................................... 24 
Descriptive Statistics ......................................................................................................... 24 
Sex......................................................................................................................... 25 
Race....................................................................................................................... 26 
Mediation .......................................................................................................................... 27 
Coercive control revictimization........................................................................... 27 
Differences in mediation of coercive control by sex ................................ 28 
Differences in mediation of coercive control by race ............................... 28 
Serious Injuries ..................................................................................................... 29 
Differences in mediation of serious injuries by sex .................................. 29 
Differences in mediation of serious injuries by race. ............................... 30 
Discussion..................................................................................................................................... 31 
Implications for Clinical Interventions ............................................................................. 37 
Limitations ........................................................................................................................ 41 
Tables and Figures ...................................................................................................................... 43 
Appendix: Supplemental Tables ................................................................................................ 57 
References .................................................................................................................................... 65 
  
  ix 
 
 
Tables and Figures 
Table 1. Descriptive Statistics for Potential Mediators and Revictimization Outcomes .............. 43 
Table 2. Differences in Mean Scores between Childhood Neglect and Controls for Potential 
Mediators and Revictimization Outcomes .................................................................................... 44 
Table 3. Bivariate Correlations for Potential Mediators and Revictimization Outcomes ............ 45 
Table 4. Childhood Neglect Predicts Coercive Control Revictimization and Serious Injuries in 
Middle Adulthood ......................................................................................................................... 46 
Table 5. Analyses of Each Individual Potential Mediator Predicting Coercive Control 
Revictimization ............................................................................................................................. 47 
Table 6. Full Model with all Potential Mediators Predicting Coercive Control Revictimization 48 
Table 7. Differences by Sex and Race in Mediation of Coercive Control Revictimization ......... 49 
Table 8. Analyses of Each Individual Potential Mediator Predicting Revictimization via Serious 
Injuries .......................................................................................................................................... 50 
Table 9. Full Model with all Potential Mediators Predicting Revictimization via Serious Injuries
....................................................................................................................................................... 51 
Table 10. Differences by Sex and Race in Mediation of Revictimization via Serious Injuries ... 52 
Figure 1. Mediation Model ........................................................................................................... 53 
Figure 2. Partial Mediation of Coercive Control Revictimization ................................................ 54 
Figure 3. Full Model Predicting Coercive Control Revictimization ............................................. 55 
Figure 4. Partial Mediation of Revictimization through Serious Injuries ..................................... 56 
  
  x 
 
 
Appendix: Supplemental Tables ................................................................................................ 57 
A1. Bivariate Correlations by Sex for Potential Mediators and Revictimization Outcomes ........ 57 
A2. Differences in Mean Scores by Sex for Potential Mediators and Revictimization Outcomes
....................................................................................................................................................... 58 
A3. Bivariate Correlations by Race for Potential Mediators and Revictimization Outcomes ...... 59 
A4. Differences in Mean Scores by Race for Potential Mediators and Revictimization Outcomes
....................................................................................................................................................... 60 
A5. Sex Differences in Coercive Control Revictimization ........................................................... 61 
A6. Sex Differences in Revictimization via Serious Injuries ....................................................... 62 
A7. Race Differences in Coercive Control Revictimization ......................................................... 63 
A8. Race Differences in Revictimization via Serious Injuries ..................................................... 64 
 
 




 Child abuse and neglect increase risk for a variety of negative outcomes in adulthood, 
including psychiatric diagnoses, suicide attempts, and substance use disorders (Fergusson, 
McLeod, & Horwood, 2013; Norman et al., 2012; Widom, 1999);  physical health problems, 
such as diabetes and malnutrition (Widom, Czaja, Bentley, & Johnson, 2012); and economic 
consequences, including lower levels of educational attainment and under-employment (Currie 
& Widom, 2010).  Another serious outcome is the increase in risk for subsequent victimization 
in adulthood, a phenomenon that is called revictimization.  The term revictimization has its 
origins in the criminology literature (e.g., Vaughn, 1980), as criminologists observed that some 
victims experience a disproportionate amount of lifetime crime victimization (Farrell, 1995; 
Farrell, Phillips, & Pease, 1995).  Psychologists began to pay increasing attention to 
revictimization in the late 1980’s and early 1990’s as researchers observed that one consequence 
of childhood sexual abuse was an increased risk for sexual revictimization in adulthood (e.g., 
Murphy et al., 1988; Wyatt, Guthrie, & Notgrass, 1992).   
 The revictimization literature is now sufficiently large to permit estimations of effect 
sizes across studies.  One review of the revictimization literature found that women with 
histories of childhood sexual abuse have two to three times greater risk of sexual revictimization 
in adulthood, compared to women without histories of childhood sexual abuse (Arata, 2002).  A 
meta-analysis of 19 studies found that childhood sexual abuse increases the risk of adult sexual 
revictimization for women with a large effect size (d = .85; Roodman & Clum, 2001).  A more 
recent meta-analysis of 80 studies of sexual revictimization found a mean prevalence of 47.9% 
(Walker, Freud, Ellis, Fraine, & Wilson, 2019), suggesting that on average, one out of every two 
children with histories of sexual abuse will experience sexual assault in adulthood.  These results 
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suggest that childhood sexual abuse is a potent risk factor for sexual revictimization in 
adulthood. 
 Two key questions arise from this foundation in the sexual revictimization literature.  
First, to what extent does the increase in risk for sexual revictimization among women with 
histories of childhood sexual abuse generalize to other types of victims?  Studies of sexual 
revictimization have focused almost exclusively on females, so it is unclear to what extent male 
survivors of childhood maltreatment might also have increased risk of revictimization.  Research 
on other types of childhood maltreatment and other types of revictimization is similarly 
uncommon.  The second question that arises is why do childhood victims have increased risk of 
revictimization?  How does this increase in risk manifest as children enter adulthood?  Past 
studies of revictimization have often relied on cross-sectional designs, which limit their ability to 
investigate causal relationships, such as mediators of the relationship between childhood 
victimization and increased risk of revictimization in adulthood.  This dissertation will examine 
the risk of revictimization among male and female adults with documented histories of childhood 
neglect by analyzing data from a longitudinal prospective cohorts study, which allows for tests of 
mediation in the correct temporal sequence. 
 Revictimization is an important phenomenon to investigate for several reasons.  First, the 
relationship between early and later victimization experiences suggests that victimization 
experiences are not independent events.  Rather, a subgroup of victims appear to experience a 
disproportionate number of assaults (Farrell, 1995).  Improved understanding of this high-risk 
group of individuals with early victimization experiences will permit the development of targeted 
interventions with the potential to decrease the prevalence of revictimization in adulthood.  
Prevention of revictimization is important because research suggests that individuals who are 
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revictimized have increased risk for internalizing symptoms, interpersonal problems, and somatic 
complaints compared to those who are victimized for the first time in adulthood (Messman-
Moore, Long, & Siegfried, 2000).  Studies of the consequences of revictimization have 
consistently found that revictimized women have higher rates of PTSD and dissociation 
compared to non-victims and childhood-only victims (Arata, 2002).  For example, a nationally 
representative cross-sectional study found that revictimized women had a significant increase in 
risk for PTSD compared to non-victimized women, whereas women with histories of childhood 
victimization without adult revictimization had a relatively smaller increase in risk for PTSD 
compared to the revictimized women (Kimerling, Alvarez, Pavao, Kaminski, & Baumrind, 
2007).  Similarly, revictimized women had a significant increase in risk for depression  and 
anxiety compared to women with no history of victimization, while the women with histories of 
childhood victimization without revictimization in adulthood had a smaller increase in risk for 
depression and anxiety (Kimerling et al., 2007).   
Childhood Abuse and Neglect 
 Some researchers are investigating whether individuals with histories of childhood 
physical abuse and neglect are also at increased risk for revictimization.  For example, a 
prospective study of a community sample found the women with documented histories of abuse 
and neglect were twice as likely to experience sexual revictimization and nearly four times as 
likely to experience physical revictimization, compared to matched controls (McIntyre & 
Widom, 2011).  Similarly, individuals with histories of physical abuse and neglect had increased 
risk for being injured by an intimate partner in middle adulthood, and neglected children were 
especially at risk of being psychologically abused by their intimate partner (Widom, Czaja, & 
Dutton, 2014).  A recent prospective study conducted in Norway found that all types of 
  4 
 
 
childhood abuse and neglect were associated with increased risk of revictimization (Stroem, 
Aakvaag, & Wentzel-Larsen, 2019).  This research suggests that other forms of childhood 
victimization also increase risk of revictimization.   
Very few studies of revictimization have included individuals with histories of childhood 
neglect, despite the fact that neglect is by far the most prevalent type of childhood victimization 
(U.S. Department of Health and Human Services, 2016).  When researchers have included 
childhood neglect, the studies have often been limited by the use of a single, self-report item to 
measure neglect (Renner & Slack, 2006), as well as by overreliance on cross-sectional designs 
and retrospective self-reports of childhood maltreatment (Bender, Cook, & Kaslow, 2003; Desai, 
Arias, Thompson, & Basile, 2002), which are known to be problematic (Widom & Shepard, 
1996; Widom & Morris, 1997).  In addition, researchers have not yet tested mediators of 
revictimization among individuals with histories of childhood neglect using prospective, 
longitudinal designs.  In order to understand how childhood neglect leads to increased risk of 
revictimization, the present study will investigate potential mediators of the relationship between 
childhood neglect and revictimization. 
Revictimization among Men 
Men have almost always been excluded from studies of revictimization.  This exclusion 
has generally been justified by the finding that heterosexual men experience “negligible rates of 
rape in adulthood” (Balsam, Lehavot, & Beadnell, 2011, p. 1800).  However, one prospective 
study of a community sample found that men with documented histories of child abuse and 
neglect do have increased risk for sexual revictimization in adulthood (McIntyre & Widom, 
2011).  Researchers have argued that the general assumption that men do not experience sexual 
victimization is unfounded and contrary to recent research (Stemple & Meyer, 2014).  A recent 
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meta-analysis found no difference in the prevalence of sexual revictimization between men and 
women, with an overall prevalence of 47.9% (Walker et al., 2019), suggesting that men should 
be included when investigating revictimization.   
When men have been included in revictimization studies, they have often been recruited 
from settings that may be related to higher risk of revictimization, such as an HIV-clinic for men 
who have sex with men (MSM; Pantalone, Horvath, Hart, Valentine, & Kaysen, 2015).  It is 
important to include MSM in studies of revictimization, particularly because a prospective study 
of a community sample found that men with histories of childhood sexual abuse were 
significantly more likely to report having same-sex sexual partners in adulthood compared to 
matched controls (OR = 6.75; Wilson & Widom, 2010).  At the same time, researchers have 
called for studies of male survivors of childhood maltreatment recruited from the community in 
order to understand the extent to which childhood maltreatment increases risk of revictimization 
independent of recruitment source.  Many studies of revictimization among men are further 
limited by cross-sectional designs that use retrospective self-reports of childhood abuse.  For 
example, a cross-sectional study of revictimization among HIV-positive MSM (n = 166) found 
increased risk for sexual revictimization for those with histories of childhood physical, sexual, 
and psychological abuse (Pantalone et al., 2015).  This study also found that HIV-positive MSM 
with histories of childhood psychological abuse were more likely to experience psychological 
abuse in adult relationships.   
Taken together, these studies suggest that men with histories of childhood abuse and 
neglect are at risk for revictimization, especially if they have male partners.  Furthermore, 
research on the consequences of adult sexual assault among men has found that adult male 
victims have equal levels of psychological distress compared to adult female victims in domains 
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such as depression and anxiety, and greater distress than female victims in domains of self-
identity and risky sexual behavior (Elliot, Mok, & Briere, 2004).  This suggests that adult men 
who experience sexual assault may be particularly vulnerable to experiencing negative 
psychological consequences, perhaps due to a violation of the masculine role and related 
difficulties understanding self-identity and sexual-identity (Elliot et al., 2004).  This finding has 
been supported by more recent research, as revictimized men report greater anger, increased 
adherence to the social norms of masculinity, and increased use of alcohol and drugs (Charak, 
Eshelman, & Messman-Moore, 2018).   Although only a few studies have investigated 
revictimization among men, taken together these findings suggest that future research on 
revictimization should include men.  The inclusion of men in the present study will permit 
improved understanding of revictimization among men. 
Revictimization by an Intimate Partner 
 In addition to broadening investigations of revictimization by studying other types of 
childhood victimization, researchers have also called for studies of other types of adult 
revictimization (Marx, Heidt, & Gold, 2005).  Some researchers have examined revictimization 
using intimate partner violence (IPV) as the outcome.  While early studies of IPV tended to focus 
on physical violence, measures of IPV have grown to include items that capture sexual abuse, 
threatening behavior, verbal abuse, and psychological abuse (Waltermaurer, 2005).  Recently, 
Stark (2007) argued that IPV is best understood comprehensively through the dynamics of 
coercive control, in which the perpetrator dominates and controls the victim using a variety of 
behaviors to restrict their partner’s autonomy.  These behaviors include threats, demands, verbal-
emotional abuse, surveillance, isolation from family and friends, and micro-regulation of daily 
life (Stark, 2007).   
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 Some researchers have followed the recommendation to include more comprehensive 
measures of IPV in studies of revictimization.  For example, a prospective study of a community 
sample found that individuals with documented histories of child abuse and neglect had 
increased risk for being injured by an intimate partner in middle adulthood (Widom et al., 2014).  
This relationship held for those with histories of physical abuse and neglect, but surprisingly not 
for those with histories of sexual abuse.  Neglected individuals were also more likely to report a 
greater number of acts of psychological abuse perpetrated by their intimate partner.  The results 
of this prospective study suggest the need for increased attention to neglected children and their 
risk for IPV as a type of revictimization.  The results also support the use of comprehensive 
measures of IPV that include psychological abuse and coercive control in addition to physical 
and sexual violence.   
 Other studies of revictimization by an intimate partner have used cross-sectional designs 
and more narrow criteria for IPV.  For example, a large cross-sectional study of primarily 
African American mothers receiving welfare in the Midwest (N = 1,005) found that self-reported 
history of childhood physical and sexual abuse was associated with increased risk of intimate 
partner victimization (defined as physical violence) at mean age 33.3 (Renner & Slack, 2006).  
Although the researchers did not find a relationship between self-reported childhood neglect and 
intimate partner victimization in adulthood, this may be due to the retrospective measurement of 
childhood neglect using a single question. In addition, this study did not use a comprehensive 
measure of IPV with items measuring coercive control. 
 One unusually broad study compared revictimization by intimate partners to 
revictimization by non-intimate partners among both male and female victims (Desai et al., 
2002).  This large study (N = 16,000) used data from the 1995-1996 National Violence Against 
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Women Survey (NVAWS), which used random digit dialing to select a nationally representative 
sample.  Controlling for age, race, ethnicity, education level, employment status, and marital 
status, retrospectively self-reported childhood physical abuse and sexual abuse significantly 
increased risk of physical and sexual revictimization among both men and women (Desai et all, 
2002).   While this study reflects an important contribution to the revictimization literature, it did 
not include childhood neglect among the types of childhood victimization studied, nor did it 
include coercive control as a measure of IPV.  However, these findings support the need for 
studies of revictimization to include men and other types of revictimization in adulthood. 
 Finally, a recent meta-analysis of studies of revictimization among men found an increase 
in risk of revictimization through IPV (Godbout et al., 2019)  Although this paper included men 
with histories of childhood neglect, there were few studies and even fewer included male victims 
of IPV, limiting the conclusions that may be drawn about men with histories of childhood 
neglect.   
Coping with Trauma 
 In addition to exploring the extent to which revictimization generalizes to men, 
individuals with histories of neglect, and revictimization through IPV, this dissertation will 
examine potential mediators by exploring the pathways from childhood victimization to 
revictimization in adulthood.  Recently, researchers have theorized that the way survivors of 
childhood victimization cope with their traumatic histories increases their risk of revictimization.  
This idea was founded on the empirical findings that childhood victimization increases risk of 
PTSD (Fergusson et al., 2013; Widom, 1999), and that survivors of childhood victimization are 
more likely to use maladaptive coping strategies to cope with PTSD, such as avoidant coping 
(Arata, 1999; Futa, Nash, Hansen, & Garbin, 2003).  Avoidant coping involves trying not to 
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think about the problem by distracting oneself (e.g., watching television); in contrast, adaptive 
coping strategies involve focusing on problem solving or taking other actions to address the 
problem, such as seeking social support or professional help in order to talk about the problem 
(Macy, 2007).  Avoidant coping effectively reduces psychological distress in the short term, 
which reinforces this coping strategy.  However, research shows that in the long-term, avoidant 
coping increases psychological distress and worsens symptoms of PTSD (Brand & Alexander, 
2003; Krause, Kaltman, Goodman, & Dutton, 2008), including increasing the frequency of 
intrusive thoughts about the trauma (Shipherd & Beck, 1999).  Thus, avoidant coping is 
considered a maladaptive coping strategy, because it ultimately increases distress and functional 
impairment.  In other words, the more avoidant coping is used, the worse the symptoms of PTSD 
become; in turn, avoidant coping is used even more often frequently as the individual attempts to 
decrease their suffering.   
 Some studies have found support for the idea that maladaptive coping styles increase risk 
of revictimization.  For example, a cross-sectional study of a college sample found that avoidant 
coping statistically mediated the relationship between childhood sexual abuse and 
revictimization (Fortier et al., 2009).  A survey of female college students found that the number 
of maladaptive coping strategies used predicted revictimization (Filipas & Ullman, 2006).  In 
addition, a number of studies have investigated mediators that are often clinically conceptualized 
as avoidant coping strategies (e.g., alcohol use), although their authors have not always referred 
to them as such. 
  Many investigations of revictimization include both PTSD and maladaptive ways of 
coping with PTSD as mediators.  Messman-Moore and Long (2003) proposed organizing these 
maladaptive coping strategies into two clusters that are thought to increase risk for 
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revictimization: exposure (or lifestyle) risk factors and psychological vulnerability.  Messman-
Moore and Long (2003) defined exposure risk factors as maladaptive coping strategies that 
increase contact with potential perpetrators, such as drinking alcohol in public or having 
numerous sexual partners.  This aspect of the theory is similar to routine activities theory, a well-
known theory of victimization that suggests that offenders prey upon people whose lifestyles and 
behaviors involve  risky behaviors that expose them to  dangerous situations and victimization 
(Cohen & Felson, 1979).  For example, an individual who uses illicit substances may depend on 
regular contacts with drug dealers, who are likely to reside in neighborhoods with high rates of 
crime.  Notably, some potential mediators could be classified as either lifestyle risk factors or 
psychological vulnerability factors; for example, alcohol and drug use both increases 
psychological vulnerability due to intoxication and also likely puts the individual in a dangerous 
context where risk of encountering perpetrators may be heightened, such as associating with drug 
dealers or frequenting bars.  Lifestyle risk factors have received more attention in the literature 
compared to psychological vulnerability factors.  For example, several studies have found 
support for lifestyle risk factors as mediators of the revictimization relationship, including 
alcohol use (Littleton & Ullman, 2013; Messman-Moore, Ward, & Brown, 2009; Testa, 
Hoffman, & Livingston, 2010) and exchanging sex for money (Ullman & Vasquez, 2015). 
 In contrast, mediators that can be grouped into the second component of Messman-Moore 
and Long's (2003) model, psychological vulnerability, have been studied far less frequently. This 
component of the theory suggests that perpetrators notice when potential victims are in a 
vulnerable psychological state and take advantage of this vulnerability by acting aggressively.  
For example, a perpetrator may notice that a survivor of childhood victimization frequently 
dissociates and choose to prey upon this vulnerable individual, who they see as an easy target.  
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The most frequently studied psychological vulnerability factors in the literature are PTSD and 
avoidant coping, and these have already been discussed.  Other proposed psychological 
mediators of revictimization have received far less attention in the literature.  Some researchers 
have investigated a cluster of related constructs: self-efficacy (Leonard, 1992), mastery (Cotney, 
1997), attributional style (Mayall & Gold, 1995), and locus of control (Walsh, Blaustein, Knight, 
Spinazzola, & Van Der Kolk, 2007).  These researchers propose that if a victim does not believe 
that her actions make a difference in keeping herself safe, she will not engage in self-protective 
behaviors, which in turn increases her risk of revictimization (Breitenbecher, 2001).  Two 
unpublished dissertations found an association between self-efficacy, mastery, and risk of 
revictimization using cross-sectional designs (Cotney, 1997; Leonard, 1992).  There is also some 
evidence that locus of control differentiates revictimized and non-revictimized women (Walsh et 
al., 2007).  However, none of these potential mediators (self-efficacy, mastery, or locus of 
control) have been examined in mediation analyses of revictimization.   
Another psychological vulnerability factor, self-esteem, has been investigated in cross-
sectional studies with mixed results (Breitenbecher, 2001).  While the association between self-
esteem and revictimization has been found in some studies (e.g., Kellogg & Hoffman, 1997), 
other studies have not found a significant association (e.g., Wyatt et al., 1992).  In addition, self-
esteem has yet to be tested as a mediator of revictimization.   
Research has more consistently supported the association between dissociation and 
revictimization (Breitenbecher, 2001).  However, dissociation has rarely been investigated as a 
mediator of revictimization.  One prospective study with a very short follow up period (i.e., 10 
weeks) failed to find support for dissociation as a mediator of revictimization (Sandberg, 
Matorin, & Lynn, 1999); however, this may be due to the very short follow up period and the use 
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of a college sample.  A small prospective study found that dissociation partially mediated the 
relationship between childhood physical and sexual abuse and IPV in adulthood (Zamir, 
Szepsenwol, Englund, & Simpson, 2018), but this study did not include childhood neglect.  The 
present study builds on this foundation by testing all of these potential psychological mediators 
in one model using data from a prospective study of individuals with histories of childhood 
neglect. 
 The idea that maladaptive coping increases risk of revictimization is relevant to 
contemporary theories of PTSD, particularly Foa’s emotional processing theory (Foa & Kozak, 
1986) and the related empirically-supported treatment, Prolonged Exposure Therapy (Foa, 
Hembree, & Rothbaum, 2007; Powers, Halpern, Ferenschak, Gillihan, & Foa, 2010).   
Essentially, Prolonged Exposure therapy (PE) involves the clinician guiding the individual with 
PTSD to describe their traumatic memories in detail several times, in order to reduce avoidance 
and help the individual to process the traumatic memories.  Over time, the client in PE learns that 
the associated distress of the traumatic memories can be tolerated and does not need to be 
avoided.  In turn, the client feels a sense of mastery for working through their traumatic 
memories and improving their ability to cope with distress without avoidance.  Interestingly, 
these treatment gains – decreased avoidance, increased self-efficacy and self-esteem – are the 
opposite of the psychological vulnerability factors thought to increase risk of revictimization.  By 
examining whether these psychological vulnerability factors mediate the risk of revictimization, 
research could improve treatment for individuals with PTSD through interventions designed to 
decrease risk of revictimization.  




 The fundamental hypothesis of this study is that the relationship between childhood 
neglect and adult revictimization by an intimate partner (through coercive control and/or serious 
injuries) will be mediated in full or in part by the following psychological mediators: symptoms 
of PTSD, dissociation, low self-esteem, avoidant coping style, and low self-efficacy.  
Differences in these mediation relationships will be examined by sex and by race.  However, 
because there is no precedent in prior studies, no a priori hypotheses are specified.  Rather, this is 
an exploratory hypothesis.  




Design and Participants 
The data for the present study are from a large prospective cohorts design study in which 
abused and neglected children were matched with non-abused and non-neglected children and 
followed prospectively into adulthood (details of the study design and subject selection criteria 
are available in previous publications; see Widom, 1989a and Widom, 1989b).  Because of the 
matching procedure, the children are assumed to differ only in the risk factor (that is, having 
experienced childhood abuse or neglect).  Since it is not possible to assign subjects randomly to 
groups, the assumption of equivalency for the groups is an approximation.  The control group 
may differ from the abused and neglected individuals on other variables nested within abuse or 
neglect.    
The original sample was composed of children with substantiated cases of physical and 
sexual abuse and/or neglect that occurred when the children were between the ages of 0 and11.  
These cases were processed during the years 1967 through 1971 in the county juvenile or adult 
criminal court in a metropolitan area in the Midwest (N = 908).  Physical abuse cases included 
injuries such as bruises, welts, burns, abrasions, lacerations, wounds, cuts, bone and skull 
fractures, and other evidence of physical injury to the child.  Sexual abuse cases included felony 
sexual assault, touching, sodomy, incest, and rape.  Neglect cases reflected a judgment that the 
parents’ deficiencies in child care were beyond those found acceptable by community and 
professional standards at the time.  These cases represented extreme failure to provide adequate 
food, clothing, shelter, and medical attention to children. 
A control group of children (N = 667) without documented histories of childhood abuse 
or neglect was matched on age, sex, race/ethnicity, childhood neighborhood, and approximate 
  15 
 
 
childhood family social class.  Matching for social class is important because it is theoretically 
plausible that any relationship between child abuse/neglect and later outcomes is confounded or 
explained by social class differences (Bradley & Corwyn, 2002; Conroy, Sandel, & Zuckerman, 
2010). It is difficult to match exactly for social class because higher income families could live 
in lower social class neighborhoods and vice-versa. The matching procedure used here is based 
on a broad definition of social class that includes the neighborhoods in which children were 
reared and the schools that they attended. Children who were under school age at the time of the 
abuse or neglect were matched with children of the same sex, race, date of birth (+/- 1 week), 
and hospital of birth through the use of county birth record information. For children of school 
age, records of more than 100 elementary schools for the same time period were used to find 
matches with children of the same sex, race, date of birth (+/- 6 months), same class in same 
elementary school during the years 1967 through 1971, and home address. Overall, there were 
667 matches (73.7%) for the abused and neglected children. 
Of the original group of 1,575 identified through official records, 1,307 participants 
(83%) were located and 1,196 (76%) interviewed for the first time from 1989 to 1995, when the 
participants were mean age 29.2.  Of these 1,196 individuals interviewed, 93% (N= 1,117) were 
located and 896 (75%) were interviewed again between 2000 and 2002, when the participants 
were mean age 39.5. There were no significant differences between the two interview samples 
and the original sample in terms of the distributions of demographic characteristics (sex, 
race/ethnicity, or average age) or group status (abuse/neglect vs. comparison group).   
This dissertation focuses on individuals who were in romantic relationships at the time of 
the second interview at mean age 39.5 (n = 691).  Those in relationships were compared to those 
who were single (n = 266) and therefore excluded from the present analysis, to explore any 
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differences in the characteristics of the groups.  Women were more likely to be in a relationship, 
compared to men.  There were no differences by race or neglect history, nor were there 
differences in the mean ages of the single group compared to those in relationships.  The 
participants included in the present analysis were adults with documented histories of childhood 
neglect (n = 304) and controls (n = 315), approximately half male (n = 324) and half female (n = 
367), and more White individuals (n = 451) than Black individuals (n = 201).  Participants were 
asked to self-identify their race; those who identified as Hispanic or another race or ethnicity 
were excluded when the sample was analyzed by race, because these groups were not large 
enough to permit appropriate statistical comparisons.   
The findings reported here are based on two waves of interviews, which permits a 
temporally correct test of the relationships between the proposed mediator variables measured at 
mean age 29.2, and the revictimization outcome variables measured at mean age 39.5. At the 
time of the first interview, the participants were mean age 29.2 (SD = 3.85, range 18-40).  About 
half (48.7%) were female, 61.5% were White, non-Hispanic, and 38.5% were non-White (this 
group was composed primarily of Blacks and Hispanics). At the time of the second interview, 
the participants were mean age 39.5 (SD = 3.51, range 30–47).  Again, approximately half were 
female (51.2%), and 60.9% were White, non-Hispanic.   
The trained interviewers who administered these measures and the participants were 
blind to the purpose of the study.  Participants were told that they had been selected as part of a 
large group of individuals who grew up in the Midwest during the late 1960s and early 1970s.  
Institutional Review Board approval was obtained for the procedures involved at each wave of 
data collection, and participants signed a consent form acknowledging that they were 
participating in the interviews voluntarily.   




Childhood neglect.  Court substantiated cases of childhood neglect that occurred before 
the child was age 12 were used to classify participants in the neglect group, while individuals in 
the control group did not have any substantiated history of child neglect or abuse.  These 
substantiated cases of neglect reflected a judgment that the parents’ deficiencies in child care 
were beyond those found acceptable by community and professional standards at the time.  
Neglect cases represented extreme failure to provide adequate food, clothing, shelter, and 
medical attention to children.  In a small percentage of these cases, neglect was accompanied by 
another type of child maltreatment (i.e., physical abuse or sexual abuse).  A dichotomous 
variable is used to analyze the impact of child neglect compared to the matched controls.   
Potential Psychological Mediators 
Posttraumatic Stress Disorder (PTSD).  The National Institute of Mental Health 
Diagnostic Interview Schedule-III-R, (DIS-III-R; Robins, Helzer, Cottler, & Golding, 1989) was 
used to assess PTSD.  This measure first asks respondents to indicate whether they experienced a 
variety of traumatic events that satisfy the first criterion required for diagnosis of PTSD.  For 
each qualifying event reported, follow up questions are asked about any symptoms of PTSD that 
were experienced.  This is done for each of the first three qualifying traumatic events reported.  
This study uses lifetime PTSD symptoms.   
The DIS-III-R was designed to match the criteria for PTSD as described in the Diagnostic 
and Statistical Manual of Mental Disorders, Version III, Revised (DSM-III-R; American 
Psychiatric Association, 1987) and has good face validity.  The criteria for PTSD remain largely 
the same between DSM-III-R and the most recent edition of the DSM (DSM-5; American 
Psychiatric Association, 2013).  Studies of an earlier version of the DIS-III-R reported good 
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inter-rater reliability between psychiatrists and trained lay persons regarding diagnoses of PTSD 
made using the DIS-III-R (Breslau & Davis, 1987). 
Dissociation.  Five items that measure dissociative experiences (e.g., “spaced out”) were 
developed by Briere and Runtz (1988).  Participants responded to the items on a 5-point scale to 
indicate how often they had felt each of the feelings over the past year: always or almost always 
(5), frequently (4), occasionally (3), rarely (2), or never (1).  The scores on these five items were 
averaged, with higher scores indicating greater frequency of dissociative experiences.  In the 
analytic sample used here, these five items had Cronbach’s alpha (.73), indicating adequate 
internal reliability for the measure.  This was similar to Briere and Runtz’s (1988) finding of 
adequate Cronbach’s alpha (.76) for their Dissociation Scale in a sample of female college 
students.  The same researchers found that the Dissociation Scale discriminated between the 
abused and non-abused participants (Briere & Runtz, 1988).  No other studies could be identified 
that assessed the psychometric properties of the original five items of the Dissociation Scale.  
This is likely because its authors soon expanded the measure by adding items and ultimately 
developing the widely-used Trauma Symptom Checklist (TSC), which includes a dissociation 
subscale (Briere & Runtz, 1990; Briere & Runtz, 1989; Elliott & Briere, 1992).  The most recent 
version of this scale, the TSC-40, includes a dissociation subscale that includes three items out of 
the original five, which have been revised but remain recognizable, along with three new items 
(Elliott & Briere, 1992).  The dissociation subscale of the TSC-40 has been shown to have good 
internal consistency and predictive validity (Elliott & Briere, 1992; Zlotnick et al., 1996).  Thus, 
while limited psychometric information about the original five items is available, the inclusion of 
the majority of these items in the widely used TSC-40 suggests that the use of the original items 
in the present longitudinal analysis is justified. 
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Avoidant coping.  Two items that reflect emotionally avoidant coping strategies were 
selected from an 11-item coping style inventory, based on the measure developed by Stone and 
Neale (1984).  These two items ask about coping by trying not to think about the problem 
through distraction (e.g., watching TV) and coping through the use of alcohol/drugs to “try to 
make yourself feel better.”  Participants responded to these items by indicating how often they 
used the coping strategy: a lot (4), sometimes (3), almost never (2), and never (1).  The scores on 
these two items were averaged, with higher scores indicating greater use of avoidant coping. 
Stone and Neale (1984) found that participants were moderately consistent in their coping 
styles when asked to complete the coping measure daily for a period of three weeks and found 
evidence for the content validity of the scale in their sample.  Because the items on the scale 
reflect a variety of coping styles, internal consistency is expected to be low and is not an 
appropriate metric for assessing the reliability of this instrument (Stone & Neale, 1984). 
Self-esteem.  The 10-item Rosenberg Self-Esteem Scale (RSES) was used to measure 
self-esteem (Rosenberg, 1979).  These items reflect feelings of usefulness and worth (e.g., “As a 
person, you do a good job these days”).  The response options included: always or almost always 
true (5), often true (4), sometimes true (3), not often true (2), and never true (1).  Negative items 
were reverse coded (e.g., “You feel you do not have much to be proud of”).  The average of the 
10-items was used in the analysis, such that higher scores indicate higher self-esteem.  In the 
analytic sample used here, Cronbach’s alpha for these 10 items was .85, indicating adequate 
internal reliability for the measure. 
The RSES is a widely used measure of self-esteem that has been translated into at least 
28 languages and used in at least 58 nations (Schmitt & Allik, 2005).  Construct validity across 
diverse participants has been found for the RSES (Hatcher & Hall, 2009).  The RSES has good 
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internal consistency (α = .83) and test-retest reliability (Fleming & Courtney, 1984).  
Self-efficacy.  These 10-items measure the extent to which participants feel that they 
have control over their lives (e.g., “When you get what you want, it’s usually because you 
worked hard for it.”).  Five of these items were adapted from Rotter's Internal-External Locus of 
Control Scale, a 29-item measure developed by Rotter (1966), and five items were used from a 
7-item measure of perceived mastery developed by Pearlman and Liberman (1979).  In order to 
accommodate the time constraints of the interview, these ten items were used in place of the full 
scales.  Participants selected their responses from a four-point scale as follows: strongly agree 
(4), somewhat agree (3), somewhat disagree (2), or strongly disagree (1).  Negative items were 
reverse coded.  The average of the five items was used, such that high scores reflect internal 
locus of control, while low scores reflect external locus of control.  In the analytic sample used 
here, these five items had lower Cronbach’s alpha (.54) than expected.  For this reason, 
additional exploratory analyses were pursued.  There were no differences in the internal 
reliability (Cronbach’s alpha) by sex or race, and an exploratory factor analysis was conducted.  
These findings indicated that the internal reliability was maximized using all 10 items. 
Rotter's Internal-External Control Scale has been shown to have good test-retest 
reliability over a six month period (Zerega, Tseng, & Greever, 1976), adequate internal 
consistency (α = .72; Abramowitz, 1973), concurrent validity with similar measures (Zerega et 
al., 1976), and support for its construct validity (Marsh & Richards, 1986).  The scale continues 
to be used with a variety of samples, such as addicts (Cavaiola & Strohmetz, 2009) and students 
(Rovai & Childress, 2002).  There is support for the use of the scale internationally from a meta-
analysis of samples from 43 countries (Smith, Trompenaars, & Dugan, 1995), and it has been 
translated into several languages (e.g., Cha, Kong, & Kim, 1973).  Pearlin and Lieberman (1979) 
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reported good internal validity of the 7-item perceived mastery scale (α = .80). 
Outcomes: Revictimization by an Intimate Partner  
Coercive control by an intimate partner.  Coercive control was measured using 17 
items, which were adapted from the Psychological Maltreatment of Women Inventory (PMWI) 
developed by Tolman (1989).  Participants responded by indicating how often they had each 
experience within the past year: never (0), once or twice (1), three to five times (2), six to ten 
times (3), 11 to 20 times (4), or more than 20 times (5).  Examples of items include “tried to limit 
your contact with family member or friends,” “tried to make you feel crazy,” and “threatened to 
report you to child protective services, welfare, the police, or other authorities.”  Coercive 
control was measured as the sum of the responses.  This scale had high internal consistency in 
the analytic sample (α = .91).  According to the author, the PMWI has adequate internal 
consistency, convergent validity with similar measures, and its ability to discriminate abused and 
non-abused women (Tolman, 1989, 1999).   
Serious injuries inflicted by an intimate partner.  The second indicator of 
revictimization is the severity and frequency of injuries caused by the partner.  Six items were 
used from the physical injury subscale of the Conflict Tactics Scale 2 (CTS2; Straus, Hamby, 
Boney-McCoy, & Sugarman, 1996).  These items ask about how often an intimate partner 
caused injury to the participant.  Participants responded by indicating how often they had each 
experience within the past year: never (0), once or twice (1), three to five times (2), six to ten 
times (3), 11 to 20 times (4), or more than 20 times (5).  Example items include “because of 
something your partner did to you, you passed out from a hit on the head” and “because of 
something your partner did to you, you needed to see a doctor, but didn’t.”  Serious injuries were 
measured using the sum of the responses.  This scale had adequate internal consistency in the 
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analytic sample (α = .76).  The authors of the CTS2 have also reported that the scale has good 
internal consistency, as well as evidence in support of its construct validity and discriminant 
validity (Straus et al., 1996). 
Statistical Analyses 
 The statistical analyses were conducted using SPSS version 25.  Statistical significance 
was set at p < 0.05 for all analyses.  The number of participants was expected to vary slightly in 
each analysis due to missing data.  First, descriptive statistics were examined for each variable.  
Means, standard deviations, and bivariate correlations are reported.  This procedure was repeated 
separately for men and women, and for Black and White individuals. 
 Next, the relationship between child neglect and each revictimization outcome (i.e., 
coercive control and serious injuries) was examined using multiple regression or logistic 
regression as appropriate, controlling for age at the time of the first interview, sex, and race.  
Each of the potential mediators (i.e., PTSD, dissociation, avoidant coping, self-esteem, and self-
efficacy) between childhood neglect and revictimization was first examined individually.  This 
procedure was repeated for both types of the revictimization: coercive control and serious 
injuries.  The PROCESS macro developed by Hayes (2017) was used to conduct bootstrapped 
analyses of mediation in SPSS.  This statistical modeling tool builds on the foundations of the 
procedure established by Baron and Kenny (1986), in which each path in the hypothesized 
mediation model is tested, beginning with establishing the relationship between the independent 
variable (childhood neglect) and the dependent variable (e.g., coercive control revictimization).  
In addition, multiple mediators may be modeled simultaneously, and these models yield 
comparable results to Structural Equation Modeling (Hayes, Montoya, & Rockwood, 2017).  
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Finally, all potential mediators were entered into the model simultaneously.  These analyses were 
then repeated separately for males and females, and Black and White individuals. 
  





 Descriptive statistics for the independent variable, history of childhood neglect, are 
presented separately from the potential mediators because neglect is a categorical variable.  As a 
preliminary exploration of the relationship between childhood neglect and revictimization, 
dichotomous versions of the outcomes were examined using Chi Square.  Overall, childhood 
neglect predicted increased risk for serious injuries (58.5%, compared to 41.5% of controls, χ2 = 
3.981, p = .048), but not coercive control (84.2%, compared to 82.2% of controls, χ2 = .437, p = 
.509).  When analyzed by sex, some differences were found.  Neglected females were 
significantly more likely to report being seriously injured by their partner (17.6% compared to 
8.3% of female controls, χ2 = 6.129, p = .010)1, while reports of coercive control were similarly 
high for both groups of women (78.0% of neglect group, compared to 78.8% of controls).  A 
greater percentage of neglected men reported experiencing coercive control by their partner 
compared to controls, and this difference approached statistical significance (91.4% compared to 
85.4% of male controls, χ2 = 2.494, p = .080).  There was no difference in risk of serious injury 
between the neglected and control men.  When analyzed by race, neglected White individuals 
were significantly more likely to report being seriously injured by their partner (14.1%, 
compared to 8.3% of White controls, χ2 = 3.342, p = .047).  There was no significant difference 
in risk of coercive control between the neglect and control groups by race. 
Descriptive statistics for the potential mediators and outcomes are presented in Table 1.  
The outcome variables were significantly skewed and therefore, statistical transformations were 
applied which adequately resolved the skewness.  The analytic sample was examined for 
                                                 
1 Fisher’s exact one-sided test of significance was used as needed to account for smaller cells. 
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univariate and multivariate outliers, and the variables were examined for multicollinearity 
(Tolerance >.10, VIF < 10) and autocorrelation (Durbin-Watson ≈ 2).  The assumptions of the 
analyses were met.   
 Differences between the childhood neglect group and the controls were then assessed for 
the potential mediators and outcomes (see Table 2).  Individuals with histories of neglect had 
significantly more symptoms of PTSD and dissociation, were more likely to use avoidant coping, 
and had lower levels of self-esteem and self-efficacy.  Individuals with histories of neglect also 
had significantly higher levels of coercive control revictimization compared to controls.  
Surprisingly, there was no significantly difference between the neglect and control groups in risk 
of being seriously injured by a partner. 
 Bivariate correlations for the potential mediators and outcomes are presented in Table 3; 
childhood neglect was excluded from this analysis because it is a categorical variable.  As 
expected, the potential mediators were all correlated, with the highest correlation between self-
esteem and self-efficacy (r = .446, p < .001).  Coercive control and serious injuries were also 
correlated (r = .448, p < .001), as expected.  While all mediators were correlated with coercive 
control, only self-esteem was correlated with serious injuries (r = -.202, p = .040).   
 Sex.  Bivariate correlations were examined by sex (see Appendix).  There was a stronger 
relationship between coercive control and serious injuries for females (r = .539, p < .001), 
compared to males (r = .323, p = .016).  Avoidant coping was related to self-esteem (r = -.199, p 
= .01) and self-efficacy (r = -.314, p < .001) for men, but not women (r = -.100, p = .073; r = -
.078, p = .134).   
 T-tests were then conducted to determine if differences in mean scores by sex were 
statistically significant for each potential mediator and outcome variable (see Appendix).  On 
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average, women reported two more symptoms of PTSD (M = 6.37, SD = 6.15) compared to men 
(M = 4.26, SD = 5.04), and this difference was significant (t (687) = -4.87, p < .001).  Men 
reported higher self-esteem (M = 4.35, SD = .54) compared to women (M = 4.21, SD = .61; t 
(688) = 3.273, p = .001), and slightly greater use of avoidant coping (M = 2.48, SD = .64) 
compared to women (M = 2.31, SD = .54; t (688) = 3.922, p < .001).  Men also had higher mean 
scores on the measure of coercive control (M = 4.39, SD = 3.51), compared to women’s reports 
of their partners’ controlling behaviors (M = 3.61, SD = 3.62; t (689) = 2.843, p = .005).  On the 
other hand, women reported more serious injuries compared to men (t (102) = -2.164, p = .033). 
  Race.  When examined by race, slight differences were observed in the correlations 
among potential mediators, while larger differences were notable among the outcomes (see 
Appendix).  For White individuals, all of the potential mediators were correlated with coercive 
control, while only avoidant coping and self-efficacy were related for Black individuals (see 
Table 7).  Black individuals reported higher self-esteem (M = 4.38, SD = .53) compared to White 
individuals (M = 4.24, SD = .60; t (649) = 2.925, p = .004).   
 T-tests were then conducted to determine if differences in mean scores by race were 
statistically significant for each potential mediator and outcome variable (see Appendix).  No 
significant differences were found by race for any of the potential mediators tested.  However, 
both revictimization outcome variables differed significantly by race.  Black participants 
reported that their partners had used a greater number of coercive control tactics (M = 4.87, SD = 
4.03), compared to White participants’ reports of their partners’ behaviors (M = 3.57, SD = 3.32; 
t (645) = -4.325, p < .001).  Black participants also reported that their partners had injured them 
more seriously (M = .40, SD = .86), compared to White participants’ reports of their partners’ 
injurious behaviors (M = .19, SD = .64; t (647) = -3.505, p < .001).   




 Each potential mediator was first tested individually by examining each of the paths in 
the model before entering all potential mediators simultaneously (see Figure 1).  Note that the 
results are organized by revictimization outcome: coercive control is presented first, followed by 
serious injuries. 
Coercive control revictimization   
Childhood neglect significantly predicted coercive control revictimization (B = .113, β = 
.242, p = .003; see Table 4).  Age at the time of the first interview (β = -.142, p < .001), sex (β = 
-.101, p < .001), and race (β = .161, p < .001) also predicted coercive control, and these 
covariates were controlled for across analyses.  The model explained 7.3% of the variance in 
coercive control [r2 = .073, F (4, 584) = 11.471, p < .001)]. 
 Each mediator was first analyzed individually (Table 5).  Neglect increased risk of 
coercive control revictimization directly (direct effect = .097, p = .011) and indirectly through 
symptoms of PTSD (indirect effect = .034, 95% CI = [.001, .075]).  This indicates that PTSD 
symptoms partially mediated the relationship between neglect and coercive control 
revictimization (Figure 2).  Self-esteem and avoidant coping also partially mediated the 
relationship between childhood neglect and coercive control revictimization (Figure 2).  The 
indirect effects of self-esteem (indirect effect = = .035, [.008, .071]) and avoidant coping 
(indirect effect = .028, [.001, .062]) were similar in magnitude to the indirect effect of PTSD. 
 While childhood neglect predicted increased dissociation in young adulthood (B = .154, β 
= .270, p = .001), dissociation did not predict risk coercive control revictimization. The 
mediation model for self-efficacy was not significant, and could not be interpreted.   
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 When all potential mediators were entered into the model (see Table 6), neglect remained 
a significant predictor of coercive control revictimization in middle adulthood (direct effect = 
.078, p = .038).  However, none of the characteristics examined mediated coercive control 
revictimization (see Figure 3). 
  Differences in mediation of coercive control by sex.  Separate mediation models were 
analyzed for males (n = 324) and females (n = 367); both models were significant (see Table 7).  
None of the factors tested mediated coercive control revictimization for either sex. Childhood 
neglect predicted increased symptoms of PTSD in young adulthood for both men (B = 1.746, β = 
.348, p = .004) and women (B = 2.825, β = .426, p = <.001).  Avoidant coping predicted coercive 
control revictimization for both sexes. Childhood neglect predicted dissociation in young 
adulthood for men (B = .135, β = .226, p = .039), but not women. Low self-esteem and low self-
efficacy in young adulthood also predicted coercive control revictimization for women.  In the 
full model with all potential mediators, childhood neglect and the potential mediators 
significantly predicted coercive control revictimization for women with a significant total effect 
(B = .117, 95% CI [.009, .225], p = .034).  
 Differences in mediation of coercive control by race.  Separate mediation models were 
analyzed for Black (n = 201) and White individuals (n = 451); both models were significant (see 
Table 7).  Results are presented by group. Childhood neglect predicted coercive control 
revictimization for White individuals (B = .083, β = .189, p <.001).  However, although neglect 
predicted PTSD (B = 2.565, β = .446, p <.001) for White individuals, PTSD did not predict 
coercive control (β = .044, p = .416).  Self-esteem (β = -.128, p = .003) and avoidant coping (β = 
.093, p = .015) predicted coercive control for White individuals, with a small total indirect effect 
(indirect effect = .036, 95% CI = [.006, .072]).  For Black individuals, childhood neglect did not 
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predict coercive control revictimization with all potential mediators in the model.  PTSD 
symptoms predicted coercive control revictimization for Black individuals (β = .798, p = .020). 
Serious Injuries 
 Childhood neglect predicted increased risk of revictimization through serious injuries 
(AOR = 1.730, p = .023) and neglect predicted all of the potential mediators in young adulthood 
(see Table 8). Avoidant coping and self-efficacy partially mediated the relationship between 
childhood neglect and revictimization via serious injuries in middle adulthood (indirect effect = 
.053, 95% CI = [.139, .890]; see Figure 4).   
Next, all potential mediators were entered into the model and examined simultaneously. 
In contrast to the individual models, childhood neglect no longer predicted serious injuries 
directly (direct effect = .447, p = .073; Table 9) or indirectly (indirect effect = .131, 95% CI =  
[-.002, .285]) with all potential mediators in the model.  Further, avoidant coping and self-
efficacy were no longer significant mediators of the relationship between childhood neglect and 
revictimization through serious injuries.  With all potential mediators in the model, only 
dissociation (log-odds = -.493, p = .050) and avoidant coping (log-odds = .515, p = .015) in 
young adulthood predicted revictimization via serious injuries in middle adulthood.   
Differences in mediation of serious injuries by sex.  Separate mediation models were 
analyzed for males and females and both models were significant (see Table 10).  With all 
potential mediators in the model, childhood neglect predicted serious injuries for females (direct 
effect = .779, p = .041), but not males (direct effect = .203, p = .558).  However, for men (see 
Table 10), neglect predicted revictimization via serious injuries indirectly through PTSD 
symptoms in young adulthood (indirect effect = .168, 95% CI = [.031, .398]).  For women, none 
of the mediators tested predicted serious injuries (Table 10). 
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 Differences in mediation of serious injuries by race.  Separate models were examined 
for Black and White individuals.  The model for Black individual was significant, while the 
model for White individuals was not, and therefore could not be interpreted (Table 10).   With all 
potential mediators in the model, only dissociation increased risk of serious injuries (log-odds =  
-.971, p = .022) for Black individuals.  None of the other variables mediated the relationship 
between childhood neglect and revictimization for Black individuals.  




 Neglected individuals have increased risk of being revictimized by an intimate partner 
through coercive control and serious injuries.  This finding provides longitudinal evidence of 
increased risk of revictimization through IPV in individuals with documented histories of 
childhood neglect.  Neglect remained a significant predictor of coercive control revictimization 
in middle adulthood even when the model accounted for psychological vulnerability factors in 
young adulthood, suggesting that childhood neglect itself increases risk of revictimization, 
independent of its effects on the mediators tested.  Furthermore, neglected children have 
increased risk of experiencing other traumas in childhood, such as witnessing IPV or 
neighborhood violence (Finkelhor, Ormrod, Turner, & Holt, 2009; Turner, Finkelhor, & Ormrod, 
2010), which may further increase their risk of revictimization.  Thus, these results suggest that 
researchers and clinicians should include childhood neglect when assessing for exposure to 
childhood victimization and to include adult survivors of childhood neglect in studies of 
revictimization.   
 Childhood neglect is the most prevalent type of childhood maltreatment.  However, it 
could be argued that this type of childhood victimization experience may not meet criterion A of 
PTSD in all cases (American Psychiatric Association, 2013).  Some clinicians have argued that 
the sequalae of childhood neglect might be better captured using a new diagnosis, Complex 
PTSD or CPTSD, which emphasizes the chronic nature of the trauma (Monson, Paquet, Daniel, 
Brunet, & Caron, 2016; Sar, 2011). Nonetheless, many of the cases of children included in the 
present study were severe, life-threatening situations, which did meet criterion A.  Furthermore, 
participants in the present study were screened for the traumatic events per criterion A as a 
qualifying item in the DIS-III-R, in order to be asked the symptom questions.  
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 Avoidant coping in young adulthood was the only risk factor tested that mediated risk of 
revictimization by both coercive control and serious injuries.  These results are based on 
information collected in the correct temporal order, where childhood victimization predicted the 
mediators (approximate age 29) and outcomes were assessed about 10 years later at mean age 
39.5.  In addition, avoidant coping stood out as the only significant predictor of coercive control 
revictimization for men.  These findings suggest that one pathway to preventing revictimization 
might be to provide interventions that improve coping skills for survivors of childhood neglect.  
By learning more active problem-solving strategies, the individual might no longer need to rely 
on avoidant coping by trying to forget about the problem, but rather engage in more adaptive 
strategies to solve the problem.   
 It is not surprising the survivors of childhood neglect would use more avoidant coping 
compared to controls, because these individuals were unable to solve their problems as children.  
A child who has no food, for example, cannot solve this problem without a caregiving adult to 
provide him or her with food, and as a result, the child’s needs are repeatedly frustrated.  
Overtime, neglected children may learn to reduce negative affect by trying to distract themselves 
from the problems that they cannot solve.  Smaller studies of survivors of child neglect have 
found that they are more likely to use avoidant coping compared to non-maltreated controls 
(Hildyard & Wolfe, 2002; Shipman, Edwards, Brown, Swisher, & Jennings, 2005); however, 
most of the existing literature on coping focuses on survivors of childhood sexual abuse (Cantón-
Cortés & Cantón, 2010; Filipas & Ullman, 2006).    Clinicians are familiar with the way that 
avoidant coping style worsens psychopathology over time, and often discuss this through 
psychoeducation with trauma survivors. The way that a child learns to cope in the context of 
neglect (or other victimization experiences) allowed them to survive at that time, and yet that 
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coping strategy may no longer be an effective way of coping as the child reaches adulthood.  
Indeed, research suggests that avoidant coping appears to be more adaptive for maltreated 
children, perhaps by lowering risk of exposure to additional victimizations, compared to adults 
(Sesar, Šimić, & Barišić, 2010).  On the other hand, adults need to use active problem-solving 
skills to make important decisions, such as the decision to leave a relationship that has become 
unhealthy. In order to escape from coercive control, a person must use planning skills to 
determine when they will leave, how they will leave safely, and where they will go.  This might 
not be possible for an individual who consistently avoids problems in order to cope with 
overwhelming negative affect. 
 In addition to avoidant coping, symptoms of PTSD and low self-esteem in young 
adulthood also partially mediated the relationship between childhood neglect and coercive 
control revictimization in middle adulthood.  Many investigations of revictimization include 
PTSD as a mediator among women, particularly for sexual revictimization (Messman-Moore & 
Long, 2003), while the present study represents the first known test of self-esteem as a mediator 
of revictimization through IPV.  Symptoms of PTSD, low self-esteem, and use of avoidant 
coping are all important factors in explaining the pathway from childhood neglect to 
revictimization through IPV.  These findings suggest that survivors of childhood neglect have 
greater risk of psychological vulnerability, which in turn increases their risk of becoming 
controlled by an abusive partner in adulthood.  In addition, an adult survivor of childhood 
neglect likely has other risk factors for relationship problems as well, such as insecure 
attachment style (Morton & Browne, 1998; Widom, Czaja, Kozakowski, & Chauhan, 2018). 
 While avoidant coping was an important predictor of risk of coercive control 
revictimization for both genders, low self-esteem and low self-efficacy were additional 
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predictors for women.  These findings are consistent with prior research, including two 
unpublished dissertations that found an association between self-efficacy, mastery, and risk of 
sexual revictimization using cross-sectional designs in samples of college women (Cotney, 1997; 
Leonard, 1992), and evidence that locus of control differentiated sexually revictimized and non-
revictimized women (Walsh et al., 2007).  Another study (N = 69) of primarily African-
American women seeking services at domestic violence shelters and other community agencies 
found that engagement coping (essentially adaptive coping strategies, including “Problem 
Solving, Cognitive Restructuring, Express Emotions, and Social Support subscales”) decreased 
risk for revictimization, while disengagement coping (essentially maladaptive coping strategies, 
including “Problem Avoidance, Wishful Thinking, Self-Criticism, and Social Withdrawal 
subscales”) increased risk for revictimization (Iverson et al., 2013, p. 105).  The present study 
suggests that neglect women may have risk factors for revictimization through IPV that are 
similar to some of the risk factors identified in the sexual revictimization literature, including 
avoidant coping, low self-esteem, and low self-efficacy.   
 On the other hand, none of the mediators tested predicted revictimization via serious 
injuries for women. The psychological vulnerability factors that increase risk of being coercively 
controlled by a partner were not sufficient to explain risk of being serious injured by that partner, 
indicating that other factors are driving serious injuries in these relationships.  While the 
revictimization literature has focused on sexual revictimization, the present findings suggest that 
physical injuries are also an important outcome to measure when investigating revictimization in 
order to identify risk factors for serious injuries among women.  Indeed, IVP should be measured 
comprehensively, including coercive control, physical violence, and sexual assault, as the present 
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findings suggest that different risk factors may be important pathways to increasing risk of 
different types of violence.   
 For men, childhood neglect predicted revictimization via serious injuries indirectly 
through PTSD symptoms in young adulthood.  This suggests that effective treatment of PTSD is 
essential to preventing revictimization for men with histories of childhood neglect.  While PTSD 
has often been included in studies of sexual revictimization among women, it has rarely been 
studied in samples of men.  For example, one study found that hyperarousal and dissociation 
symptoms of PTSD predicted physical revictimization, but this study did not include men 
(Iverson et al., 2013).  When men have been studied, cross-sectional designs have limited the 
conclusions that may be drawn.  For example, in a sample of men and women in Portugal, PTSD 
was associated with revictimization, but the results were not analyzed by sex (Dias, Sales, 
Mooren, Mota-Cardoso, & Kleber, 2017).  In contrast, the present prospective study provides 
strong evidence that symptoms of PTSD are important predictors of revictimization in men with 
documented histories of childhood neglect.  In turn, decreasing symptoms of PTSD through 
effective treatment may be an important strategy to prevent revictimization for men, and this 
warrants investigation in future research.   
 There were also differences in revictimization between White and Black individuals in 
the sample.  Childhood neglect predicted coercive control revictimization for White participants, 
but not Black participants.  For White participants, there was an indirect effect of childhood 
neglect on coercive control revictimization through the mediators, including PTSD symptoms, 
dissociation, use of avoidant coping, and low self-efficacy.  This suggests that while 
psychological vulnerability factors (i.e., PTSD symptoms, dissociation, avoidant coping, and low 
self-efficacy) are important pathways to coercive control revictimization for White individuals, 
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other factors (not examined in the present study) may explain the increased risk for 
revictimization through serious injuries for White individuals. 
 For Black individuals, PTSD symptoms increased risk of coercive control 
revictimization, and dissociation increased risk of revictimization through serious injuries.  
While PTSD and dissociation have both been studied in the revictimization literature, the 
samples have tended to be composed of a majority of White females.  For example, dissociation 
was found to partially mediate risk of revictimization through IPV in a sample that included 
Black women, but was primarily composed of White women (Zamir et al., 2018).  One study that 
sampled Black women in the community found that PTSD symptoms increased risk of sexual 
revictimization (Littleton & Ullman, 2013).  Some small studies of college samples have 
included a minority of Black women.  One paper reported evidence that PTSD symptoms 
increase risk of revictimization (Dietrich, 2007), but this study did not analyze results by race.  In 
other cases, Black women have been recruited from high-risk settings, such as HIV clinics and 
domestic violence shelters (Iverson et al., 2013; Wyatt, Axelrod, Chin, Carmona, & Loeb, 2000), 
and these studies have tended to emphasize risk of sexual revictimization and sexual health 
outcomes (e.g., West, Williams, & Siegel, 2000), rather than psychological vulnerability factors.  
No studies were identified in which Black men were included in studies of PTSD or dissociation 
as risk factors for revictimization.  The present study of a community sample provides strong 
evidence that further investigation of the role of PTSD symptoms and dissociation as risk factors 
for revictimization through IPV is indicated for Black women and men.   
 More research on Black women and men is needed to better understand how PTSD 
symptoms, including dissociation, increase risk of revictimization.  In addition, these findings 
raise questions about differences in coping with trauma and PTSD symptoms by race.  Cultural 
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factors related to parenting and family dynamics may influence how a neglected child learns to 
cope, and religion may also play a role in finding a sense of meaning or purpose in surviving 
adversity (Mattis, 2002; Shorter-Gooden, 2004).  Cultural factors have also been found to be 
protective of self-esteem for Black individuals, for example in academic settings (Laar, 2000) 
and as a buffer to the psychological harm of racial discrimination (Harris-Britt, Valrie, Kurtz-
Costes, & Rowley, 2007).  Risk and protective factors should be included in future investigations 
of revictimization among Black individuals.  
Implications for Clinical Interventions 
 In order to translate research into practice, clinicians must apply nomothetic data to the 
individual presenting for treatment, in order to tailor therapeutic interventions to the client’s 
needs.  Treatment recommendations by group will therefore be offered next, as these may 
illuminate helpful treatment directions for clinicians.   
Importantly, each of the psychological vulnerability factors tested are dynamic risk 
factors and therefore available treatment targets.  Avoidant coping was found to be an important 
mediator of risk of revictimization across groups, suggesting that reducing avoidant coping could 
reduce risk of revictimization.  Clinicians are already familiar with strategies to increase the 
client’s awareness of the function of avoidance and the rationale for approaching triggers of 
negative affect, such as problems, worries, traumatic memories, phobias, etc.  Clinicians 
regularly teach skills and strategies for active problem solving, such as identifying thoughts and 
feelings set off by the problem, brainstorming possible solutions, weighing the pros and cons of 
the various solutions, etc.  Clinicians often discuss adaptive vs. maladaptive coping with clients, 
and integrating adaptive coping skills into daily life is a common goal across treatments.   
For example, many mental healthcare providers who specialize in providing treatment to 
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survivors of childhood victimization are already familiar with the way in which Dialectical 
Behavior Therapy (DBT) emphasizes the development of healthy coping skills to replace 
maladaptive coping strategies, such as non-suicidal self-injurious behavior (Linehan, 1993).  
While DBT is already an empirically supported treatment (Panos, Jackson, Hasan, & Panos, 
2013), future research could examine whether survivors of childhood neglect who receive DBT 
are less likely to be revictimized.  Orcutt and collegues (2005) were the first to suggest that DBT 
may be an appropriate intervention to prevent revictimization, however researchers have not yet 
tested this hypothesis empirically.  Instead, the few interventions that have been developed 
specifically to prevent revictimization have generally been based on intuitive targets, with the 
goal of addressing this very serious problem as quickly as possible.  Further, these interventions 
have tended to address other types of revictimization, such as reducing the risk of repeated 
episodes of IPV using police interventions (Cho & Wilke, 2010a, 2010b) or supportive group 
therapy for survivors (Miller, Howell, & Graham-Bermann, 2014).  Empirically-supported 
interventions for survivors of child abuse and neglect that are designed to reduce risk of 
revictimization are needed. 
 Overall, the most important risk factors identified for revictimization among men were 
symptoms of PTSD, dissociation, and use of avoidant coping.  Importantly, these risk factors are 
related to one another in the diagnostic criteria for PTSD (American Psychiatric Association, 
2013).  Individuals with PTSD avoid trauma reminders because they trigger intense negative 
affect, and dissociation is one way of psychologically disconnecting in order to avoid thinking 
and feeling.  This can be considered a sub-conscious way of engaging in avoidant coping.  
Similarly, use of avoidant coping strategies such as watching television reflect an active way of 
avoiding trauma reminders through distraction, often in a purposeful manner.  Over time, 
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avoidance reduces the scope of the individual’s daily activities, limiting their ability to function 
at school, work, and in relationships with others.  Avoidance of seeking mental health care and 
the associated stigma of mental illness is another common type of avoidance, and men are less 
likely to seek mental health treatment compared to women (Mojtabai, 2007).  There are many 
societal pressures on men that make it easier to avoid seeking care.  Men must overcome societal 
messages to suppress negative affect, such as “don’t cry,” “man up,” and “be strong,” in order to 
accept help through mental healthcare.  Men also report greater mistrust of the mental healthcare 
system and greater stigma related to mental illness, which has been shown to decrease treatment-
seeking in a recent meta-analysis (Clement et al., 2015). 
 Through empirically-based treatments for PTSD including PE and CPT, the individual 
learns to tolerate negative affect without avoidance, allowing them to process their thoughts and 
feelings about the trauma (Foa et al., 2007; Held, Klassen, Brennan, & Zalta, 2018).  According 
to theory and clinical experience, the individual feels an increased sense of self-efficacy as they 
increase their mastery in coping with PTSD, and in turn, increased self-esteem.  However, the 
research on treatment gains in PE and CPT emphasizes symptoms reduction in PTSD and 
comorbid disorders, such as Major Depressive Disorder, or serious symptoms, such as suicidality 
(Powers et al., 2010).  The present findings suggest that psychological vulnerability factors that 
are common across disorders, such as low self-esteem, are important to understanding risk of 
revictimization and should be included in measures by future researchers. 
 For women, the most important risk factors identified were low self-esteem, avoidant 
coping, and low self-efficacy in young adulthood, which predicted coercive control 
revictimization in middle adulthood.  This suggests that the way a young woman feels about 
herself and her ability to manage things on her own are important to assess in treatment of 
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childhood neglect and prevention of revictimization.   These findings further underscore the 
importance of measuring self-esteem and self-efficacy, rather than just psychiatric diagnoses, 
especially for women.  The present study also indicates that avoidant coping is an important 
treatment target to prevent revictimization regardless of the client’s gender.   
 For women, none of the risk factors tested predicted being seriously injured by an 
intimate partner.  This suggests that other factors explain the increase in risk of being seriously 
injured by an intimate partner for women.  The present study tested only one of two clusters of 
risk factors as described by Messman-Moore and Long's (2003) model of revictimization, 
psychological vulnerability and exposure (or lifestyle) risk factors.  Messman-Moore and Long 
(2003) defined exposure (or lifestyle) risk factors as maladaptive coping strategies that increase 
contact with potential perpetrators, such as drinking alcohol in public or having numerous sexual 
partners, similar to routine activities theory (Cohen & Felson, 1979).  Notably, other potential 
mediators could be classified as either lifestyle risk factors or psychological vulnerability factors; 
for example, drug use increase psychological vulnerability due to intoxication, and seeking illicit 
substances also puts the individual in a dangerous context where risk of encountering 
perpetrators is heightened.  There is some support for the role of lifestyle risk factors in 
mediating risk for revictimization for women with histories of childhood sexual abuse, and future 
research should include women with histories of childhood neglect. 
 For White individuals, symptoms of PTSD, dissociation, use of avoidant coping, and low 
self-efficacy in young adulthood all indirectly predicted coercive control revictimization in 
middle adulthood, to the extent that the direct effect of childhood neglect was no longer 
significant.  This suggests that these psychological vulnerability factors are all important 
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treatment targets for White survivors of childhood neglect in order to reduce risk of coercive 
control revictimization by an intimate partner in middle adulthood.  
 For Black individuals, dissociation increased risk of serious injuries, suggesting that this 
symptom is an important treatment target for this group.  However, none of the psychological 
vulnerability factors mediated risk of serious injuries for Black individuals.  Other factors not 
tested are likely important predictors of revictimization through serious injuries for this group.  
The lifestyle (exposure) risk factors from Messman-Moore and Long’s (2003) model may be 
important to understanding risk of revictimization among Black individuals.  However, the 
literature on Black individuals is very limited, focusing on more often on women and individuals 
with histories of sexual, physical, and emotional abuse, and rarely including neglect.   
Limitations 
 Despite the numerous strengths of the current study, there are a number of caveats to 
keep in mind.  First, the present sample is primarily from the lower end of the socioeconomic 
spectrum, and in turn, the results may not generalize to higher income families.  Second, some of 
the measures used in the present study were developed using primarily White samples.  It is 
striking to note that none of the variables tested were significant mediators of revictimization for 
Black individuals, raising the question of whether the measures used were unable to adequately 
capture these constructs for people of color.  In addition, avoidant coping was measured using 
two items from a coping styles inventory, rather than a full-scale measure.  Despite this 
limitation, avoidant coping was found to be an important predictor of revictimization.   
  While the present study collected information about being the victim of IPV in middle 
adulthood, less information was collected about the abusive partner himself or herself. For 
example, it is not known how long the participant had been in an abusive relationship, how the 
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participant came to be in a relationship with the partner who ultimately abused them, and so on. 
These are interesting questions to consider when broadening the revictimization literature 
towards contextualizing revictimization within abusive relationships, rather than as single 
incidents of sexual assault.  Future qualitative and quantitative studies may wish to collect more 
data on the abusive partner in order to explore these questions.  In addition, researchers should 
consider same-sex couples in their recruitment strategies, as the present study lacked a sufficient 
number of participants in same-sex relationships to permit comparisons between groups.    
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Table 1  
Descriptive Statistics for Potential Mediators and Revictimization Outcomes 
 N Minimum Maximum Mean SD Skewness SE 
Potential Mediators        
PTSD Symptoms 689 0 17   5.38 5.75      .54 .093 
Dissociation 690 1 4.4   1.55 .56    1.33 .093 
Self-esteem 690 1.9 5  4.27 .58   -1.06 .093 
Avoidant Coping 690 1 4  2.39 .59     .45 .093 
Self-efficacy 691 1.7 4   3.05 .39   -.19 .093 
Revictimization Outcomes       
Coercive Control 686  0 75     9.006 11.62  2.12           .093 
Serious Injuries 688  0 19     .382 1.45  7.45           .093 
Note. SD = standard deviation. SE = standard error of skewness. 
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Table 2  
Differences in Mean Scores between Childhood Neglect and Controls for Potential Mediators 
and Revictimization Outcomes 
 Note. Independent samples t-tests were used to test for significant differences in mean scores 
between the childhood neglect group and controls for each potential mediator and revictimization 










     
PTSD Symptoms 5.90 (6.03) 4.14 (5.15) 687 -5.100 <.001 
Dissociation 1.67 (.68) 1.51 (.53) 688 -3.624 <.001 
Self-esteem 4.17 (.64) 4.33 (.57) 688 4.163  <.001 
Avoidant Coping 2.46 (.66) 2.38 (.56) 688 -1.967 .050 
Self-efficacy 3.01 (.48) 3.07 (.39) 689 2.360 .018 
Revictimization Outcomes      
Coercive Control 10.34 (12.55) 7.55 (10.40) 615 -3.006 .003 
Serious Injuries .43 (1.26) .31 (1.53) 617 -1.057 .291 
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Table 3  
Bivariate Correlations for Potential Mediators and Revictimization Outcomes 







PTSD                 -  .360** -.209** .179** -.184** .090* .163 
Dissociation       - -.397** .305** -.325** .134** .104 
Self-esteem        - -.126** .446** -.161** -.202* 
Avoidant Coping       - -.193** .184** -.013 
Self-efficacy        - -.148** -.110 
Coercive Control         - .448** 
Serious Injuries          - 
Note. PTSD = number of PTSD symptoms.  ** p < .01. * p < .05. 
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Table 4  
Childhood Neglect Predicts Coercive Control Revictimization and Serious Injuries in Middle 
Adulthood 
Coercive Control B SE β t p 95% CI 
 Neglect .110 .037 .118 2.96 .003 [.037, .184] 
Age -.018 .005 -.142 -3.53 <.001 [-.027, -.008] 
Female -.094 .038 -.101 -2.51 .012 [-.168, -.020] 
Black .162 .040 .161 4.03 <.001 [.083, .241] 
 
Serious Injuries B SE AOR p 95% CI 
 Neglect .548 .240 1.730 .023 [1.08 – 2.77] 
Age -.014 .031 .986 .645 [.93 – 1.05] 
Female -.362 .239 1.436 .130 [.90 – 2.29] 
Black .945 .239 2.573 <.001 [1.61 – 4.11] 
 
Note. Comparison groups: neglect vs. controls, females vs. males, and Black individuals vs. 
White individuals.  B = unstandardized parameter estimate. SE = standard error of the estimate. β 










Table 5  
Analyses of Each Individual Potential Mediator Predicting Coercive Control Revictimization 
Path                                                                           B (SE)   β p r2   MSE       F p 
Childhood neglect → Coercive control .113 (.037) .242 .003 .073 .203 11.471 <.001 
Childhood neglect → PTSD 2.261 (.457) .397 <.001 .071 30.354 11.198 <.001 
Childhood neglect → Dissociation .154 (.047) .270 .001 .027 .319 4.064   .003 
Childhood neglect → Self-esteem -.136 (.003) -.167 <.001 .048 .316 7.317 <.001 
Childhood neglect → Avoidant coping .107 (.049) .178 .030 .032 .350 4.897   .001 
Childhood neglect → Self-efficacy -.076 (.032) -.196 .018 .014 .150 2.072   .083 
PTSD                     → Coercive control .007 (.003) .080 .039 .080 .202 10.083 <.001 
Dissociation           → Coercive control .063 (.033) .078 .056 .078 .203 9.870 <.001 
Self-esteem            → Coercive control .110 (.037) .099 .003 .099 .198 12.789 <.001 
Avoidant coping    → Coercive control .122 (.031) .096 <.001 .096 .198 12.373 <.001 
Self-efficacy          → Coercive control -.152 (.048) .088 .002 .088 .200 11.259 <.001 
 
Note.  Analyses control for age at the time of the first interview, sex, and race. B = unstandardized coefficient. SE = standard error.  







Table 6  
Full Model with all Potential Mediators Predicting Coercive Control Revictimization 
Direct Paths                                                                    B (SE)  β  p  
Childhood neglect  → Coercive control   .078 (.037) .167 .038 
Childhood neglect  → PTSD 2.282 (.457) .400 <.001 
Childhood neglect  → Dissociation .070 (.045) .123 .117 
Childhood neglect  → Self-esteem -.055 (.044) -.096 .214 
Childhood neglect  → Avoidant coping .040 (.048) .067 .401 
Childhood neglect  → Self-efficacy -.021 (.029) -.053 .479 
PTSD                     → Coercive control .004 (.004) .051 .244 
Dissociation           → Coercive control -.037 (.038) -.045 .332 
Self-esteem            → Coercive control -.101 (.038) -.124 .008 
Avoidant coping    → Coercive control .104 (.033) .134 .002 
Self-efficacy          → Coercive control -.068 (.053) -.057 .201 
Indirect Effects     
Neglect → PTSD → Coercive control           .009 (.009)   
Neglect → Dissociation → Coercive control           .003 (.004)   
Neglect → Self-esteem → Coercive control           .006 (.005)   
Neglect → Avoidant coping → Coercive control .004 (.006)   
Neglect → Self-efficacy → Coercive control           .001 (.003)   
     Total Effect B (SE) t p 95% CI 
Neglect & Mediators → Coercive control .110 (.037) 2.941 .003 [.036, .183] 
Model  r2 MSE F p 
Neglect & Mediators →    Coercive control .120 .193 8.756 <.001 
 
Note. Analyses control for age at the time of the first interview, sex, and race. B = 
unstandardized coefficient. SE = standard error. β = standardized coefficient. Partially 





Table 7  
Differences by Sex and Race in Mediation of Coercive Control Revictimization  
                                                                            Black  







Childhood neglect  →  Coercive control .095 (.071) .189 (.044)** .185 (.051) .462 (.055) 
Childhood neglect  → PTSD .292 (.832)† .446 (.548)** .348 (.593)** .462 (.691)** 
Childhood neglect  → Dissociation . 054 (.086) . 170 (.052) .226 (.065)* .026 (.061) 
Childhood neglect  → Self-esteem -.094 (.072) -.086 (.056) -.078 (.059) -.123 (.066) 
Childhood neglect  → Avoidant coping . 060 (.085) . 070 (.058) -.046 (.074) .178 (.062) 
Childhood neglect  → Self-efficacy -.178 (.053) . 003 (.035) -.033 (.039) -.081 (.043) 
PTSD                     →  Coercive control . 798 (.007)* .003 (.004) .108 (.005) -.002 (.005) 
Dissociation           →  Coercive control .361 (.066) -.007 (.047) -.073 (.052) -.010 (.056) 
Self-esteem            →  Coercive control .727 (.077) -.128 (.043)** -.094 (.056) -.138 (.051)* 
Avoidant coping    →  Coercive control . 025 (.063) .093 (.038)* .166 (.042)** .129 (.052)* 
Self-efficacy          →  Coercive control .020 (.101) .008 (.063) .023 (.078) -.125 (.074)* 
Indirect Effects 
    
Neglect → PTSD  → CC           .006 (.025) .020 (.027) .038 (.027) -.001 (.002) 
Neglect → Dissociation  → CC         -.004 (.015) -.001 (.013) -.016 (.022) .000 (.002) 
Neglect → Self-esteem  → CC        .002 (.015) .015 (.018) .007 (.014) .017 (.018) 
Neglect → Avoidant coping  → CC .010 (.029) .009 (.015) -.008 (.022) .023 (.020) 
Neglect → Self-efficacy  → CC         .031 (.031) .000 (.005) -.001 (.008) .010 (.016) 
Total Effects B (SE) t p 95% CI 
Males .102 (.050) 2.042 .042 [.004, .201] 
Females .117 (.055) 2.132 .034 [.009, .225] 
Black  .082 (.071) 1.153 .250 [-.059, .223] 
White .120 (.043) 2.758 .006 [.034, .205] 
Model  r2 MSE  F  p 
Males .146 .170  5.840  <.001 
Females .116 .213  4.873  <.001 
Black  .176 .216  5.840  <.001 
White .034 .189  4.873  <.001 
Note. All analyses control for age, sex, and race. β =standardized coefficient. SE = standard 
error. B = partially standardized coefficient. CC = Coercive control. MSE = mean standard error. 






Table 8  
Analyses of Each Individual Potential Mediator Predicting Revictimization via Serious Injuries 
 
Note.  All analyses control for age at the time of the first interview, sex, and race. SE = standard error. CI = confidence interval.  
  
Direct Paths                                                               β  (SE) 
(SE) 
p 95% CI Cox-Snell Nagelkerke R2   p  
Childhood neglect  → PTSD  2.263 (.456) <.001  [1.367, 3.160] .043  .074 <.001 
Childhood neglect  → Dissociation  .149 (.047) .002  [.057, .241] .036  .064 .001 
Childhood neglect  → Self-esteem  -.116 (.047) .013  [-.208, -.025] .041  .072 <.001 
Childhood neglect  → Avoidant coping  .105 (.049) .032  [.009, .201] .048  .083 <.001 
Childhood neglect  →  Self-efficacy  -.077 (.032) .017  [-.141, -.014] .043  .075 <.001 
Direct Paths  log-odds (SE) p  95% CI r2 MSE F p 
Childhood neglect  → Serious injuries 1.730 (.240) .023  [1.08, 2.77] .073 .203 11.471 <.000 
PTSD                      → Serious injuries .474 (.254) .062  [-.002, .081] .074 30.104 11.600  <.001 
Dissociation            → Serious injuries .011 (.200) .957  [-.382, .404] .026 .317 3.816   .005 
Self-esteem             → Serious injuries -.356 (.207) .085  [-.760, .049] .050 .313 7.317 <.001 
Avoidant coping     → Serious injuries .504 (.193) .009  [.125, .882] .031 .347 4.711   .001 





Table 9  
Full Model with all Potential Mediators Predicting Revictimization via Serious Injuries 
Direct Paths     β (SE) p 95% CI 
Childhood neglect  → Serious injuries .447 (.249) .073 [-.041, .934] 
Childhood neglect  → PTSD 2.284 (.457) <.001 [1.387, 2.241] 
Childhood neglect  → Dissociation .066 (.045) .144 [-.023, .154] 
Childhood neglect  → Self-esteem -.054 (.044) .224 [-.141, .033] 
Childhood neglect  → Avoidant coping .038 (.048) .421 [-.055, .132] 
Childhood neglect  → Self-efficacy -.023 (.029) .430 [-.081, .034] 
Direct Paths                                                log-odds (SE) p 95% CI 
PTSD                     → Serious injuries .037 (.023) .106 [-.008, .082] 
Dissociation           → Serious injuries -.493 (.251) .050 [-.986, .000] 
Self-esteem            →     Serious injuries -.290 (.246) .238 [-.772, .192] 
Avoidant coping    → Serious injuries .515 (.211) .015 [.102, .929] 
Self-efficacy          → Serious injuries -.410 (.357) .250 [-1.109, .289] 
Indirect Effects        B (SE)   
Neglect → PTSD  → Serious injuries            .085 (.057)   
Neglect → Dissociation  → Serious injuries            -.032 (.030)   
Neglect → Self-esteem  → Serious injuries .016 (.021)   
Neglect → Avoidant coping → Serious injuries .020 (.030)   
Neglect → Self-efficacy  → Serious injuries         .009 (.018)   
Total Effects log-odds (SE) p 95% CI 
Neglect & Mediators  → Serious injuries 1.730 (.240) .023 [1.08, 2.77] 
Model Cox-Snell Nagelkerke R2 p 
Neglect & Mediators  → Serious injuries .061 .107 <.001 





Table 10  
Differences by Sex and Race in Mediation of Revictimization via Serious Injuries 
 
                                                                              Black 







Childhood neglect →  Serious injuries .380 (.387) .480 (.338) .203 (.346) .779 (.380)* 
Childhood neglect → PTSD 1.500 (.826) 2.632 (.549)** 1.743 (.590)** 2.825 (.691)** 
Childhood neglect → Dissociation .026 (.086) .090 (.052) .126 (.066)† .014 (.061) 
Childhood neglect → Self-esteem -.043 (.072) -.051 (.055) -.040 (.059) -.073 (.066) 
Childhood neglect → Avoidant coping .043 (.085) .037 (.058) -.033 (.073) .096 (.062) 
Childhood neglect → Self-efficacy -.069 (.053) -.001 (.035) -.018 (.039) -.032 (.043) 
PTSD                    →  Serious injuries .035 (.037) .046 (.031) .097 (.036)** -.011 (.031) 
Dissociation          →  Serious injuries -.971 (.422)* -.159 (.339) -.931 (.378)* .025 (.359) 
Self-esteem           →  Serious injuries -.708 (.409) .025 (.330) -.043 (.399) -.362 (.326) 
Avoidant coping   →  Serious injuries 1.092 (.369) .132 (.278) .396 (.287) .628 (.324)† 
Self-efficacy         →  Serious injuries -.565 (.557) -.373 (.484) -.752 (.541) -.278 (.497) 
Indirect Effects     
Neglect → PTSD  → SI           .052 (.081) .112 (.091) .168 (.094) -.031 (.098) 
Neglect → Dissociation  → SI        -.025 (.104) -.014 (.038) -.117 (.093) .000 (.022) 
Neglect → Self-esteem  → SI         .031 (.068) -.001 (.026) .002 (.030) .026 (.043) 
Neglect → Avoidant coping  → SI .047 (.117) .005 (.023) -.013 (.043) .060 (.056) 
Neglect → Self-efficacy  → SI           .039 (.065) .001 (.023) .013 (.040) .009 (.030) 
Total Effects log-odds (SE) p   
Male .282 (.328) .390   
Female .871 (.364) .017   
Black .487 (.358) .174   
White .597 (.326) .068   
Model  Cox-Snell Nagelkerke R2 p  
Male .088 .148 .001  
Female .062 .114 .012  
Black .117 .177 .004  
White .020 .039 .437  
Note. All analyses control for age, sex, and race. B = partially standardized coefficient. SE = 








Figure 1. Mediation model per Baron and Kenny (1986) in which each path in the model is 
tested.  First, the relationship between the predictor variable (neglect) and the outcome variable 
(e.g., coercive control revictimization) is tested (c).  Next, the relationship between neglect and 
the potential mediator is tested (a).  Finally, the relationship between the potential mediator and 
the outcome variable is tested (b) while controlling for the predictor path.  The estimate for the c 










Figure 2. Each potential mediator was first tested individually; PTSD, avoidant coping, and self-
esteem partially mediate coercive control revictimization. Standardized Beta weights are shown. 








Figure 3. When all potential mediators were entered into the model, childhood neglect, self-
esteem, and avoidant coping continued to predict coercive control revictimization.  However, 









Figure 4.  Each potential mediator was first tested individually; significant mediators are shown.  
Only avoidant coping and self-efficacy partially mediated the relationship between childhood 
neglect and revictimization via serious injuries inflicted by an intimate partner. Standardized 







Appendix: Supplemental Tables 
A1  
Bivariate Correlations by Sex for Potential Mediators and Revictimization Outcomes 
Male  1 2 3 4 5 6 7 
 1. PTSD - .396** -.236** .244** -.204** .133* .175 
 
2. Dissociation  - -.444** .362** -.367** .104 .055 
3. Self-esteem   - -.199* .509** -.137* -.249 
4. Avoidant coping    - -.314** .157** .052 
5. Self-efficacy     - -.099 -.100 
6. Coercive control      - .323* 
7. Serious Injuries       - 
Female 1 2 3 4 5 6 7 
 1.   PTSD - .341** -.162** .192** -.180** .097 .134 
 
2.   Dissociation  - -.361** .256** -.290** .166** .077 
3. Self-esteem   - -.100 .407** -.204** -.108 
4. Avoidant coping    - -.078 .188** -.018 
5. Self-efficacy     - -.184** -.127 
6. Coercive control      - .539** 
7. Serious Injuries       - 






Differences in Mean Scores by Sex for Potential Mediators and Revictimization Outcomes 
 
Note. Independent samples t-tests were used to test for significant differences in mean scores 
between men and women for each potential mediator and revictimization outcome.  SD = 











     
PTSD Symptoms 4.26 (5.04) 6.37 (6.15) 687 -4.868 <.001 
Dissociation 1.53 (.59) 1.56 (.55) 688 -.616 .538 
Self-esteem 4.35 (.54) 4.21 (.61) 688 3.202  .001 
Avoidant Coping 2.48 (.64) 2.31 (.54) 688 3.922 <.001 
Self-efficacy 3.05 (.38) 3.05 (.40) 689 -.300 .764 
Revictimization Outcomes      
Coercive Control 9.74 (11.26) 8.36 (11.91) 684 2.843 .005 






Bivariate Correlations by Race for Potential Mediators and Revictimization Outcomes 
White      1 2 3    4      5    6 7 
 
PTSD 
    - .343** -.206** .171** -.142** .097* .129 
 
Dissociation 
 - -.434** .269** -.351** .147** -.016 
Self-esteem 
  - -.089 .476** -.211** -.154 
Avoidant Coping 
   - -.158** .148** .015 
Self-efficacy 
    - -.117* -.045 
Coercive Control 
     - .513** 
Serious Injuries 
      - 
Black      1 2 3    4      5    6 7 
 
PTSD 
- .400** -.194** .167* -.220** .073 .243 
 
Dissociation 
 - -.316** .344** -.246** .063 .268 
Self-esteem 
  - -.179* .367** -.102 -.283 
Avoidant Coping 
   - -.209** .189** -.015 
Self-efficacy 
    - -.205** -.192 
Coercive Control 
     - .408** 
Serious Injuries 
      - 







Differences in Mean Scores by Race for Potential Mediators and Revictimization Outcomes 
 
Note. Independent samples t-tests were used to test for significant differences in mean scores 
between Black and White participants for each potential mediator and revictimization outcome.  





Mean (SD) df t p 
Potential Mediators   
  
 
PTSD Symptoms 5.39 (5.77) 5.44 (5.73) 648 -.095 .924 
Dissociation 1.53 (.55) 1.55 (.61) 649 -.374 .709 
Self-esteem 4.32 (1.74) 4.38 (.52) 649 -.523 .601 
Avoidant Coping 2.39 (.59) 2.37 (.60) 649 .333 .739 
Self-efficacy 3.04 (.39) 3.08 (.38) 650 -1.345 .179 
Revictimization Outcomes      
Coercive Control 7.91 (10.70) 11.41 (13.29) 645 -4.325 <.001 






Sex Differences in Coercive Control Revictimization 
 Male Female 
Direct Paths      B (SE)   β  p             B (SE) β p 
Childhood neglect →  Coercive control .081 (.051) .185 .108 .078 (.055) .462 .159 
Childhood neglect → PTSD 1.746 (.593) .348 .004 2.825 (.691) .462 <.001 
Childhood neglect → Dissociation .135 (.065) .226 .039 .014 (.061) .026 .819 
Childhood neglect → Self-esteem -.042 (.059) -.078 .475 -.073 (.066) -.123 .271 
Childhood neglect → Avoidant coping -.030 (.074) -.046 .687 .096 (.062) .178 .120 
Childhood neglect → Self-efficacy -.013 (.039) -.033 .748 -.032 (.043) -.081 .457 
PTSD                    →  Coercive control .009 (.005) .108 .082 .000 (.005) -.002 .969 
Dissociation          →  Coercive control -.053 (.052) -.073 .302 -.009 (.056) -.010 .868 
Self-esteem           →  Coercive control -.077 (.056) -.094 .174 -.112 (.051) -.138 .029 
Avoidant coping   →  Coercive control .113 (.042) .166 .007 .116 (.052) .129 .025 
Self-efficacy         →  Coercive control .027 (.078) .023 .729 -.125 (.074) -.125 .040 
Model r2 MSE F p 
Males .146 .170 5.840 <.001 
Females .116 .213 4.873 <.001 
Note: Controlling for race and age at the time of the first interview. B = unstandardized 






Sex Differences in Revictimization via Serious Injuries 
 Male Female 
Direct Paths B (SE) 95% CI p B (SE) 95% CI p 
Childhood neglect → Serious injuries .203 (.346) [-.476, .882] .558 .779 (.380) [.033, 1.524] .041 
Childhood neglect → PTSD 1.743 (.590) [.582, 2.904] .003 2.825 (.691) [1.465, 4.186] <.001 
Childhood neglect → Dissociation .126 (.066) [-.004, .255] .057 .014 (.061) [-.106, .135] .819 
Childhood neglect → Self-esteem -.040 (.059) [-.156, .076] .496 -.073 (.066) [-.203, .057] .217 
Childhood neglect → Avoidant coping -.033 (.073) [-.178, .111] .650 .096 (.062) [-.025, .218] .120 
Childhood neglect → Self-efficacy -.018 (.039) [-.095, .059] .652 -.032 (.043) [-.118, .053] .457 
PTSD                    → Serious injuries .097 (.036) [.027, .167] .007 -.011 (.031) [-.071, .050] .727 
Dissociation          → Serious injuries -.931 (.378) [-1.673, -.190] .014 .025 (.359) [-.679, .730] .944 
Self-esteem           → Serious injuries -.043 (.399) [-.824, .739] .915 -.362 (.326) [-1.001, .278] .268 
Avoidant coping   → Serious injuries .396 (.287) [-.167, .959] .168 .628 (.324) [-.008, 1.263] .053 
Self-efficacy         → Serious injuries -.752 (.541) [-1.811, .308] .164 -.278 (.497) [-1.252, .695] .575 
Model Cox-Snell Nagelkerke R2 p 
Male .088 .148 .001 
Female .062 .114 .012 
Note. Controlling for race and age at the time of the first interview.  B = coefficient. SE = 






Race Differences in Coercive Control Revictimization 
 Black White 
Direct Paths      B (SE) β p          B (SE) β p 
Childhood neglect →  Coercive control .048 (.071) .095 .501 .083 (.044) .189 <.001 
Childhood neglect → PTSD 1.633 (.832) .292 .051 2.565 (.548) .446 <.001 
Childhood neglect → Dissociation .033 (.086) .054 .700 .093 (.052) .170 .074 
Childhood neglect → Self-esteem -.046 (.072) -.094 .519 -.052 (.056) -.086 .352 
Childhood neglect → Avoidant coping .036 (.085) .060 .674 .042 (.058) .070 .468 
Childhood neglect → Self-efficacy -.066 (.053) -.178 .208 .001 (.035) .003 .970 
PTSD                    →  Coercive control .002 (.007) .798 .020 .003 (.004) .044 .416 
Dissociation          →  Coercive control -.061 (.066) .361 -.075 -.007 (.047) -.009 .883 
Self-esteem           →  Coercive control -.027 (.077) .727 -.026 -.128 (.043) -.174 .003 
Avoidant coping   →  Coercive control .141 (.063) .025 .170 .093 (.038) .127 .015 
Self-efficacy         →  Coercive control -.237 (.101) .020 -.176 .008 (.063) .007 .900 
Model r2 MSE F p 
Black  .176 .216 4.687 <.001 
White .034 .189 4.659 .003 
Note. Controlling for sex and age at the time of the first interview. B = unstandardized 






Race Differences in Revictimization via Serious Injuries 
   Black   White 
Path B (SE) p 95% CI B (SE) p 95% CI 
Childhood neglect → Serious injuries .380 (.387) .326 [-.378, 1.138] .480 (.338) .155 [-.182, 1.143] 
Childhood neglect → PTSD 1.500 (.826) .071 [-.129, 3.130] 2.632 (.549) <.001 [1.553, 3.712] 
Childhood neglect → Dissociation .026 (.086) .764 [-.144, .196] .090 (.052) .088 [1.602, 2.403] 
Childhood neglect → Self-esteem -.043 (.072) .549 [-.185, .099] -.051 (.055) .360 [-.160, .058] 
Childhood neglect → Avoidant coping .043 (.085) .608 [-.123, .210] .037 (.058) .527 [-.077, .150] 
Childhood neglect → Self-efficacy -.069 (.053) .192 [-.173, .035] -.001 (.035) .968 [-.071, .068] 
PTSD                    → Serious injuries .035 (.037) .349 [-.038, .108] .046 (.031) .129 [-.013, .106] 
Dissociation          → Serious injuries -.971 (.422) .022 [-1.799, -.143] -.159 (.339) .638 [-.823, .504] 
Self-esteem           → Serious injuries -.708 (.409) .083 [-1.509, .093] .025 (.330) .939 [-.622, .673] 
Avoidant coping   → Serious injuries 1.092 (.369) .310 [.369, 1.814] .132 (.278) .634 [-.413, .677] 
Self-efficacy         → Serious injuries -.565 (.557) .310 [-1.655, .526] -.373 (.484) .441 [-1.322, .576] 
Model Cox-Snell Nagelkerke R2 p 
Black .117 .177 .004 
White .020 .039 .437 
Note: Controlling for sex and age at the time of the first interview. B = unstandardized 
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